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1. ABSTRACT 
 
Introduction: Unhealthy diet is a common risk factor threatening both dental and general 
health. Despite some shared goals, conflicting dietary advice persists among different 
healthcare professions, causing mystification to patients and the general public. This 
qualitative study aimed to gather the views of three different health professions (physicians, 
dentists and dietitians) in the importance of targeting diet as a common risk factor, their 
experiences and barriers in addressing conflicting health messages on diet, and their 
recommendations for better cross-professional coordination.  
 
Method: A total of 40 registered physicians, dentists, and dietitians were recruited from 
different service sectors. Each participant joined a semi-structured interview, which was 
audio-recorded with participant’s consent, transcribed verbatim, and subjected to thematic 
content analysis using line-by-line coding. 
 
Results: Participants endorsed the importance of the common risk factor approach and 
suggested several means to improve cross-professional cooperation, including maximizing the 
potential of multi-disciplinary care, actively engaging auxiliary and allied healthcare 
professionals, refining electronic patient record systems, and incorporating cutting-edge 
communication technologies. Inconsistencies in dietary advice were mainly attributed to 
different treatment focuses, lack of mutual understanding, and lack of evidence base and well 
followed guidelines. To reduce such inconsistencies, practitioners were suggested to strike a 
balance for the best interest of individual patient, compensate by other preventive measures, 
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well inform patients and respect patients’ autonomy, acquire cross-professional knowledge, 
and conform to evidence-based guidelines. Several recommendations were made for 
educational institutions, professional bodies, and health administrators to align their efforts for 
facilitating common risk factor approach and eliminating the inconsistencies. 
 
Conclusions: Views collected from three healthcare professions supported that common risk 
factor approach is important in preventing and managing diet-related health problems and can 
be realized through better cross-professional coordination. Measures are to be taken to dispel 
conflicting health messages and promote coherent and comprehensive dietary advice in 
patients’ best interest. Educational institutes, professional bodies and healthcare administrators 
carry a shared responsibility to promote better practice in improving diet of patients and the 
general public. 
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2. INTRODUCTION 
 
“We are what we eat.” Eating well can be the key to maintaining a good general, dental and 
mental health. Unhealthy diet has been identified as a common risk factor for many health 
problems, including cancers, cardiovascular disease, diabetes, dental caries (tooth decay) and 
dental erosion (Sheiham & Watt, 2000). Numerous expert committees have concluded that a 
balanced diet conducive to general health should be rich in fruit, vegetables and starchy foods 
but low in saturated fat, salt, and sugars (NHS Health Scotland, 2012; World Health 
Organization, 2012). From a dental perspective, intake of sugar-containing foods and drinks is 
considered as the most important dietary factor contributing to dental caries (Touger-Decker 
& van Loveren, 2003), while excessive consumption of citrus fruits and fruit juices has long 
been implicated in erosion of the teeth (Noble, 2012). 
 
The growing global burden of diet-related chronic diseases has further endorsed the 
importance of advocating healthy diet for health promotion and patient management. Data 
published by World Health Organization indicated that chronic diseases, such as heart disease, 
stroke, cancer, and diabetes, are by far the primary cause of death in the world, accounting 60% 
of all registered deaths (Petersen & Lennon, 2004). In Hong Kong, data collected in 2010 
showed that six major chronic non-communicable diseases, namely cancer; heart diseases; 
cerebrovascular diseases; chronic lower respiratory tract diseases; nephritis, nephritic 
syndrome and nephrosis; and diabetes mellitus, accounted for proximately 64% of all 
registered deaths (Hong Kong Department of Health, 2011). With regards to oral health, 
globally, 60–90% of school children and proximately 100% of adults have dental caries 
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(World Health Organization, 2012). In Hong Kong, 51% preschool children (5-year old), 22% 
of school children (12-year old) and 96% of adults (35 to 44-year old) group experienced 
dental caries (Hong Kong Department of Health, 2013). On the other hand, dental erosion has 
been a growing issue affecting 8-13% of adults in several countries in Europe (ten Cate & 
Imfeld, 1996) and 75% of 12-year old children in Hong Kong showed some signs of erosion 
(Zhang et al., 2014).  
 
As diet has been well recognized as a significant risk factor for many health problems, a 
logical approach to the prevention of chronic diseases is to target diet as a common risk factor. 
The adoption of such a collaborative “common risk factor approach” is considered more 
resource-efficient and effective and thus more preferable than isolated interventions which 
merely focus on specific disease (Sheiham & Watt, 2000). 
 
Dietary advice is given by physicians, dentists, and dietitians during their patient counseling. 
However, it was found in a recent study that dietary advice provided by general dental 
practitioners lacks consistency of content and quality of distribution (Threlfall et al., 2007). 
These inconsistencies of dietary advice subsist across professions, causing mystification to the 
general public (Shah et al., 2011). For instance, small and frequent meals is advisable for 
diabetic patients (McCrory & Campbell, 2011), whereas dentists suggest patients to reduce 
frequency of food intake by combining snacks with main meals in order to minimize the 
episodes of acidic challenge, thus preventing dental caries (Armstrong et al., 2008). Fresh 
fruits and fruit juice may cause dental erosion and are not recommended by dentists, however, 
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they are considered as an essential part of a healthy diet (American Academy of Pediatrics, 
2001). 
 
Healthcare services in Hong Kong are of high standards and are distributed with efficiency. 
However there is a calling to develop more proactive, perpetuating, integrated, and 
comprehensive services at the primary care level with more preponderant coordination among 
different healthcare providers, such as physicians, dentists, Chinese medicine practitioners, 
nurses, allied health professionals and other healthcare providers in the community (Hong 
Kong Food and Health Bureau, 2010). In the United States, the Institute of Medicine’s report 
highlights the importance of education and training of health professionals to “integrate oral 
health information with diet and lifestyle counseling” (Institute of Medicine and National 
Research Council, 2011). Similarly, the World Health Organization addresses the roles and 
responsibilities of both dietetics practitioners and dental professionals in promoting oral health 
and the consideration of diet/nutrition in prevention of oral diseases (Academy of Nutrition 
and Dietetics, 2013).  
 
Although targeting common risk factor appears to be a rational approach, there is a lack of 
consensus on how different professions can collaborate in such efforts. Preliminary guidelines 
are being developed by a working group (Armstrong et al, 2008). Nevertheless, there is an 
absence of a guideline accepted by all professions on reducing inconsistencies on dietary 
advice. 
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Therefore, this qualitative study aimed to gather the views of three different health professions 
(medical doctors, dentists and dietitians) in the importance of targeting diet as a common risk 
factor, their experiences and barriers in addressing inconsistencies in dietary advice, and their 
recommendations for better cross-professional coordination. 
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3. METHOD 
  
3.1 Recruitment of Participants 
 
This study was conducted among healthcare professionals in Hong Kong, a special 
administration region of People’s Republic of China and a metropolitan city with a population 
of 7.2 million (Hong Kong Census and Statistics Department, 2014). The protocol of this 
study was reviewed by the Institutional Review Board of the University of Hong Kong / 
Health Authority Hong Kong West Cluster. An ethical approval was obtained (reference 
number: UW 14-022). 
 
In Hong Kong, there are 13,006 registered physicians (Hong Kong Department of Health, 
2013) and 2,314 registered dentists (Hong Kong Dental Council, 2014). The statistics of 
dietitians are lacking due to the absence of statutory registration or licensing for dietitians in 
Hong Kong. To become a registered physician, a medical graduate obtains a degree of 
Bachelor of Medicine and Bachelor of Surgery from one of the two medical schools of 
University of Hong Kong or the Chinese University of Hong Kong. Graduates then proceed to 
complete internship training in an approved hospital or institution. After completing the 
internship, most fresh graduates work in public hospitals to gain more clinical experience 
before working as a private practitioner, while some remain in public healthcare service. 
Medical graduates from overseas who wish to register as medical practitioners with the 
Medical Council of Hong Kong are required to pass the licensing examination and complete 
internship training. Around 40% physicians work in the public sector, while 60% work in 
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private practice (Hong Kong Food and Health Bureau, 2010). To register as a dentist, one can 
complete professional training and obtain a Bachelor of Dental Surgery degree offered by the 
Faculty of Dentistry of the University of Hong Kong, which is the sole institute providing 
training for dentists. Dental graduates who received dental training outside Hong Kong are 
required to pass the licensing examination before they are qualified to be registered with the 
Hong Kong Dental Council. An overwhelming majority of dentists work in private sector, 
with a minority working in a teaching hospital and public services (school dental service and 
dental clinics for civil servants and their dependents). There is no statutory registration or 
licensing board for dietitians in Hong Kong. However, the Department of Health and the 
Hospital Authority recognize holders of the Postgraduate Diploma or Master of Science 
degree in Human Nutrition and Dietetic offered by the University of Hong Kong School of 
Professional and Continuing Education. Several equivalent qualifications are also considered, 
namely registered dietitian under Commission on Dietetic Registration or Academy of 
Nutrition and Dietetics, dietitian of Health & Care Professions Council, registered dietitian of 
Provincial Dietitians Registration of Canada, or accredited practicing dietitians of Dietitians 
Association of Australia. As for job opportunities, Hospital Authority and Department of 
Health are the major employers. About 85 and 18 dietitians are working under them, 
respectively (Hong Kong Dietitians Association, 2013). 
 
A total of 40 participants were recruited for this study from three healthcare professions, 
including 17 physicians, 15 dentists, and 8 dietitians. In each profession, participants under 
different categories were included according to their years of clinical experience (less than 
five years, and over ten years) and types of service (solo or group private practice, private 
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hospital/clinic, public hospital/clinic, and university health service) (see breakdown in Table 
1). Professionals who received specialist trainings other than in family medicine were 
excluded. 
Table 1. Number of participants by profession, type of service, and years of practice 
 
Public Sector Private Sector University Health Service  
Total <5 yrs > 10 yrs < 5 yrs > 10 yrs < 5 yrs > 10 yrs 
Physician 4 6 2 3 1 1 17 
Dentist 1 2 5 5 1 1 15 
Dietitian 4 4 0 8 
Total 17 19 4 40 
 
Participants were recruited mainly through two channels: (a) by referring to the lists of 
registered physicians and dentists and accredited dietitians published on the webpages of 
Medical Council of Hong Kong, Dental Council of Hong Kong, and Hong Kong Dietitians 
Association, and (b) by contacting public and private hospitals or clinics. Participants were 
contacted by telephone calls or written invitations (a letter sent by email, fax, or post). The 
objectives of the study were briefly explained and further details were provided through an 
information sheet and consent form (Appendix I). Participants were informed that a face-to-
face interview would be conducted and recorded. Confidentiality was ensured. Audio-records 
were strictly used for research purposes and not released to anyone else. An informed written 
consent was taken from each participant before each interview. 
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3.2 Data Collection 
 
Each participant was interviewed separately by one of the three interviewers, who were 
trained on the principles and skills of the interview. The interviews were semi-structured and 
followed a pre-determined set of open questions, which were designed to elicit participants’ 
elaboration on their experience and opinions on collaborating with different healthcare 
professionals in giving dietary advice (Appendix II). 
 
The interviews took place in the locations that were convenient to the participants, mostly 
their places of work. All interviews were completed between February and April 2014 and 
were audio recorded with participants’ consent. Participants were given the option to join the 
interview in English or Cantonese, though only one interviewee chose English. 
 
Interviewers first explained the aim of the interview to participants and encouraged them to 
speak freely. Participants were also reassured that all opinions collected will be kept 
confidential and anonymous. Throughout the interview, the interviewer adopted a neutral 
stance, remained attentive to the participant’s response and used “probing” technique to invite 
participant’s elaboration on any relevant issue. 
 
The interview solicited participants’ views and experiences in three areas - common risk 
factor approach, cross-professional inconsistencies in dietary advice, and recommendations 
for better collaboration. Two handouts were prepared to structure the interview and facilitate 
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discussion. The first handout titled “Unhealthy diet as a common risk factor” (Appendix III) 
shows common chronic systemic diseases and oral diseases that may be caused by unhealthy 
diet. The second handout titled “What makes a healthy diet? – Inconsistencies between health 
professions in giving dietary advice” (Appendix IV). Three examples of inconsistencies were 
shown on this handout, regarding eating frequency (eat small frequent meals vs. combining 
snacks with meals), sugar intake (amount vs. frequency), intake of fruit juices (healthy vs. 
dental erosion), respectively. 
 
3.3 Data Analysis 
 
The audio-records were numbered for anonymity and transcribed verbatim manually. Non-
verbal expression, hesitation, and pauses were also noted. The contents of the interview 
transcripts were analyzed using a grounded theory approach (Glaser & Strauss, 1967). Key 
concepts were derived inductively. Themes were generated from data and were provisionally 
tested by the data, without pre-assumptions about the expected content. Line-by-line coding of 
the interview transcript was carried out manually without using any software. The extracted 
codes were categorized under themes and subthemes. 
 
Each transcript was analyzed by two group members. In case of disagreement, discussions 
took place to clarify possible interpretations and modify the codes until a consensus was 
reached. Representative quotes were selected to illustrate the meaning of the themes and 
subthemes.  
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4. RESULTS 
 
4.1 Participants Profile and Interview Process 
 
Among the 40 participants, 24 were males and 16 were females, with clinical practice 
experience ranging from 1 year to 36 years. Highest education background includes diploma 
studies (n=1), bachelor degrees (n=22), master degrees (n=4), postgraduate diploma (n=5) and 
family medicine / family dentistry specialists (n=8). 
 
The interviews lasted for 10 to 49 minutes, with an average of 19 minutes. Data saturation was 
reached after analyzing 34 interviews, after which no new themes could be identified. 
 
4.2 Common Risk Factors 
 
4.2.1 Importance of common risk factor approach 
 
Interviewees unanimously agreed that unhealthy diet is an important common risk factor 
affecting both general and oral health. “Nutritional adequacy is essential for maintaining our 
daily metabolism and all physiological functions…An unhealthy diet or inadequate nutrition 
can compromise patients’ health in many aspects” (DIET 3). Some even pointed out that diet, 
general health and oral health are interacting with each other. “It is important especially for 
those suffering with chronic diseases such as hypertension or diabetes…Although the general 
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public often concerns their general health more than oral health, medical articles support that 
oral problems do affect general health” (MD 11). “Oral cavity is a part of the body systems. 
They are inter-related and function as a whole. Problems in one body system inference others. 
For example between periodontal diseases and diabetic mellitus, there are two-way 
relationships” (DENT 5). “Intolerable pain due to dental problems affects the appetite of a 
person which in turns leads to mal-nutrition” (DENT 2).  
 
Interviewees expressed that cooperation among doctors, dentists and dietitians on improving 
patients’ diet are beneficial for patients’ health. One dietitian said “Diet habit is part of our 
daily necessary, which has long lasting effects on our health. Coordination from different 
disciplines is undoubtedly needed, if dietary advice is part of the long term patient care” 
(DIET 2). With such a close cooperation, a myriad of benefits emerge. Not only “promoting 
more communication” and “clustering of knowledge” from different professions (MD 10), a 
tight coordination also allows “better division of labor” and “job specialization” in a team 
approach (DIET 6). “Compared with dietitians who are trained to promote proper eating 
habit, we doctors have less clinical time with patients to focus on the dietary advice. Dietitians 
themselves are specialized in giving dietary advice and monitoring individual patient’s diet 
according to his/her health condition…If there are more involvements from dentists, this can 
also help patients’ overall health” (MD 7). From patients’ prospective, a strengthened 
coordination contributes to “more consistent advice” (MD 1) and “better quality of patient 
care and follow up in the long run” (DENT 3). 
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4.2.2 Means of cooperation 
 
(a) Electronic health system 
 
Coordination among different healthcare professions can be facilitated by the implementation 
of electronic patient record system. An example mentioned by the interviewees was the e-
Health Record introduced by Hong Kong Food and Health Bureau in 2009. Particularly, the 
Public Private Interface Electronic Patient Record (PPI-ePR) in the system helped to remove 
the boundaries between public and private healthcare practitioners and can be used by 
different healthcare professions as a platform of patient records sharing. “In public healthcare 
services, our mode of practice tends to be more and more computerized…The consultation 
notes available in the electronic record do contribute to effective collaboration” (MD 1). The 
electronic patient record was considered particularly important for managing medically 
compromised patients since several departments are often involved in such patient cases. “The 
computer system assists in providing timely and accurate treatment for medically 
compromised patients” (MD 2). 
 
(b) Multi-disciplinary care 
 
A “multi-disciplinary care” that “involves a variety of professions including medical, dental, 
nursing and allied health professionals” (MD 12) was considered as a helpful way in treating 
patients with chronic diseases. A dietitian recalled that such “multi-disciplinary approach” 
was emphasized during her professional training and, in her opinion, was a valuable approach 
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in patient care. “There are different specialties in our healthcare service and nowadays, every 
one of us (healthcare professionals) is going to specialize in one particular area…Indeed, a 
medical doctor cannot specialize in all medical disciplines, let alone dental and nutritional 
cares. The multi-disciplinary approach therefore helps improve coordination among 
healthcare professionals across different sectors in order to provide a comprehensive and 
whole-person primary care for high risk patients such as the elderly and those with chronic 
diseases” (DIET 3).  
 
The benefits of “multi-disciplinary care” were realized in some institutes. “Our diabetic 
center is multi-disciplinary and is characterized with a one-station care service for our 
patients. Our doctors, nurses and dietitians are able to work closely and communicate 
effectively…In our hospital, doctors do not have to talk too much about diet, since we 
(dietitians) are responsible for this and we have more time to deal with it” (DIET 6). Also, it 
was suggested that there should be a department coordinating the cross-professional efforts. 
“Each profession has its own specialty…An expert such as family doctor who can well 
coordinate among healthcare providers should play the central role in doing referrals…We 
can do necessary referral to dentists or dieticians for a better allocation of restricted 
resources in our healthcare system” (MD 11). 
 
(c) Auxiliary and allied healthcare staff 
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Interviewees acknowledged the importance of prevention and pointed out that, in both the 
public and private sectors, giving dietary advice and monitoring patients’ progress in diet 
modification are often delegated to auxiliary or allied staff. “The healthcare team plays a key 
role in prevention of chronic diseases. Jobs are shared when taking care of diabetic patients. 
Dietitians can give diet advice while nurses can keep track the progress of their diet 
improvement” (MD 3). Auxiliary or allied staff also plays a key role in empowering patients 
and promoting healthy lifestyles. “Nurses, dietitians or social workers are also responsible 
for the patient empowerment program. Through the program, patients are motivated to regain 
control and responsibility on their well-being. This long term behavior management approach 
contributes a lot to quality primary care” (MD 1).  
 
(d) Diverse communication channels 
 
Interviewees appreciated the impact of modern technology in improving cross-professional 
communications. Beyond the traditional written referral, other communication channels, such 
as phone, emails, and conference meeting, serve as useful ways to facilitate better 
communication. “Letter referral via fax or email is still a formal and courteous way for 
professional communication. However, for the sake of convenience, making a phone call is 
sometimes preferred to avoid misunderstanding during communication” (DENT 4). “Multi-
specialty conference meeting can facilitate cross-professional knowledge exchange through 
case studies or sharing. Advanced research and development as well as cutting-edge 
technique can be learned from other disciplines and communication is promoted” (MD 1). 
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4.2.3 Barriers hindering cooperation 
 
In spite of the well-recognized importance of cross-professional cooperation and the 
seemingly reasonable cooperation between medical doctors and dietitians, the cooperation 
between dentists and other professions seemed to be difficult. Some interviewees attributed 
this gap to the lack of dental services available to the public. “Government dental clinics 
provide dental services merely for pain relieving and extractions. There are no restorative 
and rehabilitative dental services provided for the general public. There is not much 
cooperation in reality” (MD 3).  
 
Despite its wide implementation, the e-Health Record system had yet been fully utilized by all 
healthcare providers. A private doctor shared “We do not use the computer system. Instead, I 
still communicate with dentists via referral letters or emails.” (MD 5). Problems existed also 
within the public healthcare sector. “Even though medical records were computerized, 
records were not universally linked and integrated between HA (Hospital Authority) and DH 
(Department of Health)…Some units/departments in DH are not equipped with 
computes…Sometimes, even if I refer my patients to those units/department in DH, I have 
difficulties in following up” (MD 10). Another problem stemmed from their heavy work load. 
“When work becomes overwhelming, an effective communication is obstructed. On the other 
hand, the lack of clinical time limits their willingness to retrieve data from the computer 
system” (MD 10). A dentist shared his concerns on the “user-friendliness” of the e-Health 
Record system. “Although the DCMS (dental clinical management system) is available for 
keeping patients’ dental record, it may not be easy to dig out relevant information from the 
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huge volume of medical records even if such linkage exists” (DENT 11). Another problem in 
the existing electronic medical record system was the absence of dietitian notes. “In the 
electronic patient record, I can look up the records from other specialties, but none that I can 
see from dietitian” (MD 8). “We had to ask patients what treatments were provided by other 
doctors and what advice was given by the dietitian. The information is indirect and may not be 
always accurate” (MD 1). 
 
The isolation in practice and lack of cross-professional contact might also hinder a close 
cooperation. “Solo practice in a private clinic is problematic. It seems isolated and does not 
allow effective communication with others” (DENT 6). An interviewee also expressed that “a 
lack of cross-professional network hinders prompt referrals to dentists and may indeed 
compromise patients’ oral health” (MD 7). Similar view was also held by a dentist. “It is 
difficult to gather a group of different professions to discuss on some specific cases. It may be 
possible in bigger clinics, but in small private clinics as in dental clinics, this is definitely 
impossible” (DENT 11). In a multi-disciplinary setting such as hospitals, specialists from 
different fields work under the same roof and could coordinate and strive for patient health in 
a better way. “In a large institution where dental and dietitian units are available, simply 
referrals can be done via computers. Cooperation can therefore easily be achieved” (MD 16). 
 
Last but not least, “patients’ financial concern” was brought up as a barrier of cross-
professional coordination. “As our citizens are becoming more health conscious, they are 
much more willing to pay more for a comprehensive healthcare service. Nevertheless, dietary 
program and dental care services are not covered in most health insurance plans. Although 
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some patients need to see a dietician or dentist for more advice, they may decline the referral 
due to financial concerns” (MD 14). The financial constraint is more of an issue among 
underprivileged patients, as they may not be able to afford a thorough care that they need. 
“There are institutional restrictions and patient’s own financial affordability. If the patient 
can afford, there will never be any barriers” (MD 10). 
 
4.3 Inconsistencies in Dietary Advice 
 
4.3.1 Current situation 
 
It was not rare to see an interviewee who did not realize the issue of cross-professional 
inconsistencies in dietary advice before the interview. They often related this to over-
specialization and their lack of knowledge about other professions. After reading examples of 
inconsistencies shown on the pamphlet, they generally agreed that inconsistencies in dietary 
advice did exist among different healthcare professions and it was an important issue that all 
professions should be alerted in order to work together for the best interest of patients. 
 
Some professionals reflected that it is common that patients “forget”, “partly remember” or 
even “misinterpret” the advice they receive from different sources, making the clarification 
difficult. “Patients may just remember the dentist asking them not to drink too much fruit 
juice, but forget the rationale behind. When they see a doctor and are told fruit juice is 
healthy, they don’t understand and will simply be confused” (MD 10). “Sometimes after we 
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clarified and discussed with the patients, they might not remember, perhaps forget everything 
immediately when they walked out the room” (DENT 11). 
 
When coming across inconsistencies in dietary advices, they often avoided giving comments 
on the advice from other professions, but only explained their own rationale for the patients to 
think about. “We don’t criticize whether others’ advice is correct or not. We just explain our 
rationale to patient from our (medical) perspective” (MD 9). 
 
4.3.2 Causes of inconsistencies 
 
(a) Different treatment focuses 
 
Interviewees suggested that different treatment focuses in respective expert areas led to 
inconsistencies in their dietary advices. “Actually, all of our advice is given with patient’s 
interest in mind. It’s just that our focuses and aims are a bit different. When talking about 
sugar intake, we dentist are concerned of the frequency since it is more related to risk of 
dental caries (tooth decay); but doctors and dietitians are concerned of the effects on the body” 
(DENT 11). Some interviewees explained this with the example of small and frequent meals. 
“Small and frequent meals is a general concept. We would recommend people not to eat too 
much in a single meal but rather have more frequent meals. This is from the aspect of 
gastroenterology and, for some diseases such as diabetes, we would apply this principle…It is 
not uncommon to have such inconsistencies. I think they originated from the different diseases 
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and organs we are looking at. The things that we focus on are different” (MD 7). Another 
dilemma mentioned by the interviewees was in patients who have undergone radiotherapy. 
“For patients who have undergone radiotherapy in the head and neck region, their saliva 
secretion capacity is affected, which in turn affects their teeth too. This is problematic because 
these patients have dysphagia and we would advise them to have small and frequent meals. 
However, dentists tend to ask them not to eat too frequently to avoid caries” (DIET 4). 
 
Some interviewees pointed out that different treatment focuses is also an issue even within the 
same profession. “Even in the same department and under the same supervisor, doctors may 
say different things to the patient” (MD 14). “If the patient visits different dentists or different 
doctors, they can also receive diverse advice. For example, some of the dentists focus more on 
erosion, while some put more emphasis on periodontal health etc. That’s why even among 
dentists there can be many different advices” (DENT 11). 
 
(b) Lack of mutual understanding 
 
Interviewees generally reflected that their understanding of advice given by other professions 
is limited. Some doctors and dietitians mentioned that they did not really know the dietary 
advices from dentists and usually did not take patients’ oral health into consideration. “Advice 
from doctors and dietitians are usually more consistent. Inconsistencies with dentists’ advice 
may be more common, especially on meal frequency” (MD 15). “Lack of knowledge causes 
inconsistencies. We didn’t think about the effect of diet on teeth. We just know its effect on 
body…Honestly speaking, we doctors usually neglect oral health of patients…That’s why we 
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seldom discuss dietary advice and its effect on oral health with patients…Indeed, there are 
patients asking us if drinking fruit juices will cause tooth decays although it’s healthy for the 
body. We usually just suggested them to ask their dentists” (MD 7). 
 
Some misconceptions on oral health existed among the other two professions. For example, an 
interviewee believed that “cleaning your teeth immediately after eating is the best approach 
so that the sugar won’t have the chance to adhere to tooth surfaces” (MD 9). Another 
interviewee asserted that “if patients eat more in a meal, the damage to teeth is equivalent to 
that when separating it into small and frequent meals because the total amount is the same” 
(DIET 2). On the other hand, dentists and doctors seemed to have inadequate exposure to 
nutritional knowledge. “We learnt very little on nutritional science…Almost none” (DENT 8). 
“Doctors actually have very limited knowledge on nutrition” (MD 8). 
  
(c) Lack of evidence base and well followed guidelines 
 
The lack of evidence base for some dietary advice was raised in some interviews. “Many 
professions would talk about diet, but their information is not always correct. For example, 
some doctors would recommend diabetic patients not to eat certain fruits. In my opinion, I 
think there is no difference. They can eat any fruits” (DIET 6). “Sometimes information from 
doctors isn’t most updated. Some patients are told by doctors that soya beans can increase the 
risk of breast cancer, but the latest evidence is intake of tofu and soya bean products will not 
increase the risk of cancer” (DIET 8). 
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It was mentioned by a doctor that medical professionals in Hong Kong are currently following 
some guidelines published by the Department of Health (DH) on giving dietary advices, 
which integrate the opinions across different colleges and professions. “Theoretically, 
respecting each other, integrating opinions and generating a guideline can solve all the 
problems. Hong Kong Government and the DH released two important guidelines on diet 
advice in May 2013. They are the children and geriatric health check schemes, which 
integrates opinions from all colleges in Hong Kong on the diet advice for children and elderly. 
They are very important but not many people talk about them” (MD 14). Despite the efforts of 
health professions in generating such guidelines, dentists are not involved. “There should be a 
committee composed by different professionals to integrate the evidence-based knowledge of 
their own fields, so as to generate a shared guideline. But there is no such committee now” 
(DENT 5). 
 
4.3.3 Solutions to address inconsistencies 
 
(a) Striking a balance for patients’ best interest 
 
Interviewees generally believed that although there are different opinions among fellow 
professionals, a balance is possible to maximum the health benefits for the best interest of the 
patients. “I believe a balance can be struck, without giving up any of the perspectives. We 
should try to find a way to make both sides work” (DENT 11). “Advice should be given on a 
case by case basis” (MD 8). “Patient’s best interest should always be the top priority” 
(DENT 3). 
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(b) Compensation by other preventive measures 
 
Interviewees from the three professions suggested seeking other preventive measures to offset 
the detrimental effects of a certain diet, which is however needed for treating a health problem. 
For example, when small frequent meals is indicated for diabetic patients, to compensate for 
the detrimental effect of such diet on oral health, other preventive measures such as “proper 
toothbrushing”, “chewing gums” and “fluoride applications” could be considered. “If 
medical doctors truly believe that the patient needs frequent meals, dentists can help reduce 
the caries risk by reinforcing the oral hygiene, regular dental checkup, fluoride application, 
and other preventive therapy” (MD 1). “In case you may not be able to brush your teeth or 
rinse after eating outside, chewing gums could stimulate saliva, wash away acid in the mouth, 
and thus protect teeth” (MD 9). 
 
(c) Well informing patient and respecting patient autonomy 
 
In case of inconsistencies, patients need to be well informed about all options and their 
possible impacts on each aspect of their health. “Considering different treatment focuses, I 
will explain the rationales and let the patients know how different diet might affect his/her 
health in one way or another” (MD 12). The ultimate decision should be made by the patient 
and patient’s autonomy should be recognized and respected. “Discuss with patients about our 
rationales. They can consider what they want and determine their own priorities. The ultimate 
decision is out of our hands” (DIET 4). 
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(d) Enhancing cross-professional understanding 
 
Mutual understanding and basic knowledge in other professional fields were believed to be 
essential. “Out of our own field, we have to at least know some basics about other 
professionals’ work to help eliminate the inconsistencies…With more mutual understanding, 
we can incorporate other elements for the best interest of the patient” (DIET 3). “If we 
understand the treatment focus and rationale of the other professionals, it will be an obvious 
advantage in treatment planning” (MD 11). 
 
(e) Developing evidence-based guidelines 
 
Some interviewees expressed that it is important that dietary advice is “based on solid 
evidence obtained in clinical research studies” (DIET 2). It was advocated that “a guideline 
well supported by evidence from different professions can be generated and made known to 
both professionals and the public” (DENT 5).  
  
4.4 Recommendations for Improving Cross-professional Coordination 
 
4.4.1 Educational aspect 
 
Education was believed by the interviewees to be the key to better inter-professional 
understandings. “Adequate cross-professional knowledge is necessary for solving 
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inconsistencies and enhancing cooperation” (MD 7). Undergraduate curriculum can be 
enriched if elements from other professions were incorporated. “If undergraduate students 
can learn about the different perspectives and treatment focuses of various specialties and 
related health professions, we can tackle the root issues and thus rectify the problem. That 
will be the best way” (MD 11). Specific measures suggested include “cross-professional 
lectures” (DIET 4), “lectures on giving dietary advice” (MD 3), “joint professional problem 
based learning (PBL)” (MD 5), and “cross-professional clinical rotations” (MD 7). 
 
4.4.2 Professional bodies’ aspect 
 
It was believed that professional bodies including Hong Kong Medical Association, Hong 
Kong Dental Association, Hong Kong Dietitians Association, and Hong Kong Nutrition 
Association can play a proactive role in improving cross-professional communication. Joint 
professional seminars were suggested as an efficient platform. “Professional bodies can 
collaborate together to organize joint professional seminars to encourage practitioners to 
give consistent dietary advice for patients” (MD 9). “Credit-bearing continuing education 
courses are usually well attended and can be used to promote cross-professional 
communication and understandings” (MD 15). A successful seminar of this kind was highly 
appreciated by an interviewee. “HKDA (Hong Kong Dental Association) once organized a 
meeting and invited a Chinese medical practitioner as the guest speaker. He taught us their 
fundamental principles as well as their view and treatment rationale on periodontal disease. It 
strongly promotes cross-professional understandings. I believe the meeting can also invite 
dietitians and other health professionals” (DENT 11).  
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Case sharing conference involving different clinical disciplines was believed by some 
interviewees to be an effective mean for promoting collaboration. “Professional bodies or 
hospitals can organize some case sharing conference for doctors, dentists and other allied 
health professionals. This encourages mutual understandings and boosts inter-disciplinary 
knowledge” (DENT 12). 
 
4.4.3 Administrative aspect 
 
(a) Developing common protocol 
 
Some interviewees recommended that a common protocol should be developed with 
consideration of opinions from all healthcare professions. “There should be a committee 
which includes doctors, dietitians and dentists to integrate evidence-based knowledge from 
different professions so as to generate a guideline. Currently, usually only doctors are 
involved in such committee, but seldom dietitians and dentists” (DENT 5). 
 
(b) Dietitian licensing 
 
Although dietitians supposedly are the ones who know the most on diet and nutritional science, 
their expertise may not be highly recognized by patients and their unique role is not well-
recognized due to the lack of licensing and thus authority. “Many people who call themselves 
‘nutritionists’ may have limited clinical experience, but dietitians certainly have clinical 
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placement included in their curriculum, making it a well-trained profession. However, there is 
no proper licensing of the dietitians in Hong Kong and there is no regulatory body to 
supervise the ‘nutritionists’” (DIET 1). It was recommended by some interviewees that “the 
social status of dietitians should be raised” (MD 16) by offering licensing of dietitians in 
order to facilitate the referral from doctors and dentists to them. 
 
(c) Strengthening public primary care 
 
It was suggested that the health authority should consider allocating more resources to primary 
care. “Raising the awareness of healthy diet” and “providing primary dental care services to 
the public” are of paramount important in order to provide an all-round person-centered 
primary care. “Pamphlets on healthy diet written by dietitians should be widely available in 
hospitals and clinics so that patients can be more aware of their diet habit” (MD 8). “More 
comprehensive public dental primary care services, instead of only extractions, should be 
provided in the government dental clinics” (MD 11). “Unless the awareness on healthy diet 
as well as the importance of general and oral health are instilled into patients, our 
collaboration and advice will be in vain” (DENT 9). Meanwhile, “the public private 
partnership programmes should be well extended into various professions so that dentists and 
dietitians could be involved. This not only reliefs the stress on front-line public healthcare 
providers, but also promotes cross-professional cooperation” (MD 1).  
 
(d) Maximizing the use of electronic patient record system 
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Although the electronic patient record (ePR) system was agreed by interviewees as a useful 
mean to enhance coordination across professionals, it has not been fully participated and 
utilized by all healthcare providers at present. Hence, it was recognized by some interviewees 
that “the most important thing is to maximize the potential of the current electronic record 
system” (MD 1), which can be achieved by making the ePR system accessible to all doctors, 
dentists and dietitians. “I believe if the consultation notes of the dentists are included in the 
electronic record, our cooperation will be much better. We can know how the patient is 
managed after the referral and how we can coordinate with the dentist afterwards” (MD 4). 
“It helps a lot if we can gain access to the notes of the dietitians in the electronic record. In 
public hospitals, only the records of other medical specialties are accessible under the current 
ePR system. I know nothing about treatments provided by dietitians” (MD 8). “The 
participation of the DCMS (dental clinic management system) should be encouraged in the 
private dentists” (DENT 11). It was proposed that “some dental outreach projects where the 
government subsidizes could be the driving force. Meanwhile, technique problems in 
maintenance and stability should be tackled” (DENT 11). 
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5. DISCUSSION 
 
This study adopted qualitative research methods, namely semi-structured interviews and 
thematic content analysis. These methods are exploratory and allow us to probe into related 
issues and gain some in-depth understanding of the studied topic (Bower & Scambler, 2007). 
A total of 40 interviewees with diverse background were recruited from different healthcare 
service sectors. Such a sample is considered sufficiently large and varied to capture a broad 
spectrum of views and opinions. Medical and dental specialists, except those in family 
medicine and family dentistry, were excluded from this study, since the studied topic may not 
be so relevant for those practicing in many specialty areas. 
 
Although participants highly support the importance of a common risk factor approach, it was 
alarming to hear some interviewees’ views that it is rational for different professions to focus 
on the diseases and organs they are looking at. This is apparently against the advocated notion 
of treating patient as a whole person (Wiese et al., 2012). The existence of such opinions 
might account for the difficulty in cooperation. Consensus has to be reached to formulate a 
treatment plan for the patients’ best interest. 
 
It was not surprising to hear that dietary advice from doctors and dietitians tend to be 
relatively consistent, while more inconsistencies exist between dentists and the other two 
professions. This might be due to the fact that dentists focus more on oral health while the 
other two professions work on the general health of the patient. It is a common belief that 
general health is life-and-death, but oral health is of less importance. Owing to the lack of 
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communication, in case of inconsistencies, there is a possibility that the dental needs of the 
patient would be completely overlooked by the doctors or dietitians in their treatment planning, 
without any attempt in balancing. 
 
Dentistry is a specialized area of health science. Some initiatives might have to be taken by 
dental professionals to exchange knowledge with other fellow healthcare providers. It is worth 
noting that misconceptions about preventive dentistry are commonly held by medical 
professionals. Some interviewees expressed toothbrushing immediately after meal as a 
solution to small frequent meals, without realizing this may cause tooth surface loss and thus 
increase the risk of dental erosion (Attin et al., 2005). In addition, they believed that the 
choice of foods and drinks do not matter as long as the oral cavity is cleaned thoroughly after 
eating. These misconceptions might be covered in cross-professional programmes to enhance 
the basic dental knowledge of healthcare providers. 
 
Practical solutions are however possible to maximize patients’ general health without 
compromising their oral health. Diet often takes its effect on oral health through “topical” 
means, when foods and drinks pass by or retain in the oral cavity. Therefore, what matters to 
dentist is not only what the patients eat or drink, but also how these foods and drinks are 
consumed (e.g. mode and frequency) (Moynihan, 2005). If medical professionals are willing 
to work out some solutions with the patients, such as encouraging patients to use a straw 
placed well to the back of the mouth to reduce contact with teeth, the detrimental effects to 
oral health might be minimized (Bassiouny & Yang, 2005).  
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Some interviewees expressed that medical doctors and dentists might have inadequate clinical 
time to give dietary advice. The auxiliary staffs therefore carry the role of giving dietary 
instructions to patients. It was advocated that training is much needed in order to equip 
professionals complementary to dentistry to deliver health interventions with high standard 
(Dyer & Robinson, 2006). The role of medical doctors and dentists remains in maintaining the 
quality of the dietary advice and its implementation in the whole treatment plan. 
 
As a healthcare provider in a modern society, beyond professional knowledge and clinical 
competency, one must possess high level of skills in communication and cooperation between 
professionals (British Medical Association, 2004). Educational institutes thus carry the 
responsibility to prepare their graduates in every aspect that might matter in their future career. 
Training in communication skills and cross-professional collaboration are being integrated 
into the undergraduate curriculum and should be included as part of continuing education so 
that early graduates can be better prepared.  
 
Although electronic patient record system is widely available, there is room for improving the 
existing system and maximizing its potential use in different disciplines. It would be a 
promising long-term investment if a unified electronic record system is adopted in medical 
and dental schools where students commence their clinical life. In such case, students would 
probably be more willing to utilize such system in their future practice. 
 
Dietitian licensing has been a long-standing issue in Hong Kong healthcare system. In 
Maryland, a fatal diabetic case was recently reported (Zanteson, 2012). It was caused by 
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inappropriate dietary advice given by unlicensed dietitians. This case points to the need of 
tightening the regulation of licensing for dietitians and nutritionists. Establishing licensing 
system helps to ensure the professional level of their service and keep qualified practitioners 
under the protection of law.  
 
To make all the professions aware of others’ perspectives, developing a well-accepted 
common protocol might help. Guidelines have been published by the Department of Health on 
healthy diet (Hong Kong Department of Health, 2010), however dentists’ input was not 
included in developing the guidelines. The same applies to other countries such as the United 
States, where dentists were not included in the 2015 Dietary Guidelines Advisory Committee 
(U.S. Department of Health and Human Services, 2014). At the same time, when dentists 
formulate their dietary guidelines, medical doctors and dietitians are not normally involved 
(Moynihan, 2002; Armstrong et al., 2008). There is a calling for representatives from each 
healthcare professions to formulate an evidence-based cross-professional guidelines.  
 
Changing dietary habit is well known to be a difficult task. Since dietary habits pervade many 
aspects of people’s daily lives, they are often harder to change when compared with many 
other health behaviors (Rollnick et al., 1999). Instead of setting unrealistic targets, achievable 
goals should be negotiable with individual patient, with consideration of his/her health 
condition, age, and existing lifestyles. Some interim plans may be necessary to help patients 
achieve their ultimate goal in dietary modification step by step (Armstrong et al., 2008). 
Exploring possible dietary options with patients under the whole context of general and oral 
health will possibly empower the patients to take some initial steps towards success. 
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6. CONCLUSIONS 
 
Views collected from three healthcare professions supported that common risk factor 
approach is important in preventing and managing diet-related health problems. Several 
means have been suggested and can be adopted to align the joint efforts from different 
healthcare professions in addressing diet as a common risk factor. 
 
Inconsistencies in dietary advice exist among healthcare professions and is a main factor 
compromising quality of healthcare. These inconsistencies are caused by different treatment 
focuses of healthcare professions, lack of mutual understanding, and lack of evidenced base 
and well followed guidelines. Measures are to be taken to dispel conflicting health messages 
and promote coherent and comprehensive dietary advice in patients’ best interest. 
 
Educational institutes, professional bodies and healthcare administrators carry a shared 
responsibility to promote a better cross-professional collaboration in improving diet of 
patients and the general public. 
  
35 
REFERENCES 
 
Academy of Nutrition and Dietetics. (2013). Position of the Academy of Nutrition and 
Dietetics: Oral Health and Nutrition. Journal of the Academy of Nutrition and Dietetics, 
113(5), 693-701. 
American Academy of Pediatrics. (2001). The Use and Misuse of Fruit Juice in Pediatrics. 
Pediatrics, 107(5), 1210-1213. 
Armstrong, A., Freeman, R., McComb, A., & Speedy, P. (2008). Nutrition and dental health: 
Guidelines for professionals. Retrieved from http://www.cedepap.tv/es/wp-
content/uploads/2012/01/GPC11.pdf 
Attin, T., Weiss, K., Becker, K., Buchalla, W., & Wiegand, A. (2005). Impact of modified 
acidic soft drinks on enamel erosion. Oral Diseases, 11(1), 7-12. 
Barriball, K. L., & While, A. (1994). Collecting data using a semi-structured interview: a 
discussion paper. Journal of Advanced Nursing, 19(2), 328-335. 
Bassiouny, M. A., & Yang, J. (2005). Influence of drinking patterns of carbonated beverages 
on dental erosion. General Dentistry, 53(3), 205-210. 
Bower, E., & Scambler, S. (2007). The contributions of qualitative research towards dental 
public health practice. Community Dentistry and Oral Epidemiology, 35(3), 161-169. 
British Medical Association. (2004). Communication skills education for doctors: an update. 
Board of Medical Education. 
Dyer, T. A., & Robinson, P. G. (2006). General health promotion in general dental practice — 
The involvement of the dental team Part 2: A qualitative and quantitative investigation of the 
views of practice principals in South Yorkshire. British Dental Journal, 201(1), 45-51. 
Glaser, B. G., & Strauss, A. L. (1967). The Discovery of Grounded Theory: Strategies for 
Qualitative Research. Chicago: Aldine Publishing Company. 
Hong Kong Census and Statistics Department. (2014). Population. Retrieved May 11, 2014, 
from http://www.censtatd.gov.hk/hkstat/sub/so20.jsp 
Hong Kong Dental Council. (2014). List of Registered Dentists under the General Register. 
Retrieved from http://www.dchk.org.hk/en/list/common_01.htm 
Hong Kong Department of Health. (2010). Nutritional Guidelines on Snacks for Students – 
For Use in Primary and Secondary Schools. Retrieved from 
http://www.chp.gov.hk/files/pdf/snack_guidelines_en.pdf 
36 
Hong Kong Department of Health. (2011). Public Health & Epidemiology Bulletin, 20(2). 
Retrieved from http://www.chp.gov.hk/files/pdf/bulletin_v20_n2_24082011.pdf 
Hong Kong Department of Health. (2013). Health Facts of Hong Kong. Retrieved from 
http://www.dh.gov.hk/english/statistics/statistics_hs/files/Health_Statistics_pamphlet_E.pdf 
Hong Kong Department of Health. (2013). Oral Health Survey 2011.  
Hong Kong Dietitians Association. (2013). Current situation in Hong Kong. Retrieved May 
11, 2014, from https://www.hkda.com.hk/index.php?_a=viewDoc&docId=22 
Hong Kong Food and Health Bureau. (2010). Appendix C: Hong Kong's Current Private 
Healthcare Sector. My Health My Choice: Healthcare Reform 
Second Stage Public Consultation Document, (pp. 86-95). Retrieved from 
http://www.myhealthmychoice.gov.hk/pdf/consultation_full_eng.pdf 
Hong Kong Food and Health Bureau. (2010). Primary Care Development in Hong Kong: 
Strategy Document. Retrieved from 
http://www.fhb.gov.hk/download/press_and_publications/otherinfo/101231_primary_care/e_s
trategy_doc.pdf 
Institute of Medicine and National Research Council. (2011). Improving Access to Oral 
Health Care for Vulnerable and Underserved Populations. Washington, DC: The National 
Academies Press. 
McCrory, M. A., & Campbell, W. W. (2011). Effects of eating frequency, snacking, and 
breakfast skipping on energy regulation: symposium overview. Journal of Nutrition, 141(1), 
144-147. 
Moynihan, P. J. (2002). Dietary advice in dental practice. British Dental Journal, 193(10), 
563-568. 
Moynihan, P. J. (2005). The role of diet and nutrition in the etiology and prevention of oral 
diseases. Bulletin of the World Health Organization, 83(9), 694-699. 
NHS Health Scotland. (2012). Oral Health and Nutrition Guidance for Professionals. 
Retrieved from http://www.scottishdental.org/index.aspx?o=7421 
Noble, S. (2012). Clinical Textbook of Dental Hygiene and Therapy. Chichester, West Sussex, 
UK: Wiley-Blackwell. 
Petersen, P. E., & Lennon, M. A. (2004). Effective use of ﬂuorides for the prevention of 
dental caries in the 21st century: the WHO approach. Community Dentistry and Oral 
Epidemiology, 32, 319-321. 
37 
Rollnick, S., Mason, P., & Butler, C. C. (1999). Health Behavior Change: A Guide for 
Practitioners. Churchill Livingstone. 
Shah, K., Hunter, M. L., Fairchild, R. M., & Morgan, M. Z. (2011). A comparison of the 
nutritional knowledge of dental, dietetic and nutrition students. British Dental Journal, 210(1), 
33-38. 
Sheiham, A., & Watt, R. G. (2000). The common risk factor approach: a rational basis for 
promoting oral health. Community Dentistry and Oral Epidemiology, 28(6), 399-406. 
ten Cate, J. M., & Imfeld, T. (1996). Dental erosion, summary. European Journal of Oral 
Sciences, 102(2), 241-244. 
Threlfall, A. G., Milsom, K. M., Hunt, C. M., Tickle, M., & Blinkhorn, A. S. (2007). 
Exploring the content of the advice provided by general dental practitioners to help prevent 
caries in young children. British Dental Journal, 202(3), E9. 
Touger-Decker, R., & van Loveren, C. (2003). Sugars and Dental Caries. American Journal of 
Clinical Nutrition, 78(4), 881S-892S. Retrieved from 
http://ajcn.nutrition.org/content/78/4/881S.long 
U.S. Department of Health and Human Services. (2014). Dietary Guidelines for Americans, 
2015. Retrieved May 13, 2014, from http://www.health.gov/dietaryguidelines/2015.asp 
Wiese, C.H., Vagts, D.A., Kampa, U., Pfeiffer, G., Grom, I.U., Gerth, M.A., Schreiber-
Winzig, L., von Berswordt-Wallrabe, M. (2012). Palliative care oriented therapy for all 
patients : recommendations of an expert circle. Der Anaesthesist, 61(6), 529-536. 
World Health Organization. (2012). Oral Health Fact Sheet N°318. Retrieved from 
http://www.who.int/mediacentre/factsheets/fs318/en/ 
Zanteson, L. (2012). RD Licensing Legislation — Is It a Matter of Public Safety or Monopoly? 
Today’s Dietitian, 14(11), p. 46. 
Zhang, S., Chau, M. H., Lo, C. M., & Chu, C. H. (2014). Dental caries and erosion status of 
12-year-old Hong Kong children. BMC Public Health, 14(7). Retrieved from 
http://www.biomedcentral.com/1471-2458/14/7 
   
38 
ACKNOWLEDGEMENTS 
 
We would like to express our sincere gratitude and deep regards to our supervisor Dr. Gao 
Xiaoli throughout the whole study. Only with her advice, patient guidance and generous 
support should our study be successful within the limited time. We would also like to thank 
our faculty for providing us with a good environment and facilities to complete this project. 
This marvelous learning opportunity helped us in broadening our horizons. 
 
We would like to thank all our interviewees for their participation, valuable information and 
fruitful sharing. The dental products (toothbrush, toothpaste, mouthrinse and stationery) 
provided to the participants were kindly sponsored by Johnsons & Johnsons Hong Kong 
Limited, Procter & Gamble Hong Kong Ltd, and Colgate-Palmolive Company. 
  
39 
APPENDIX I: Information Sheet and Consent Form 
 
Information Sheet for Participants 
 
Project title:  
Dietary advice from different healthcare professions – targeting common risk factors and dealing with inconsistency 
 
Principal Investigator: 
Dr. Xiaoli Gao 
Research Assistant Professor 
Dental Public Health, Faculty of Dentistry 
The University of Hong Kong 
 
Significance of project: “We are what we eat”. Unhealthy diet is a common risk factor to numerous diseases. Healthcare 
professionals including physicians, dentists and dietitian may provide dietary advice as part of the treatment. The dietary 
advice given however may be inconsistent across professions. This study aims to investigate the barriers and concern, as well 
as the willingness in collaborating with other professionals in giving dietary advice. We hope that the findings can provide 
suggestions on clinical practice in collaboration between professionals in delivering consistent dietary advice. 
 
What do you need to do? 
An interview with you will be conducted for 30 mins to explore on your experience and opinions in collaborating with 
different healthcare professionals in giving dietary advice. 
 
Confidentiality: To protect your privacy, all information collected from you will be kept confidential. Your name and 
personal particulars will not be revealed in any publications. The interview will be audio-recorded only for analysis purpose 
and will not be released to anyone else. You have the rights of access to personal data and publicly available study results, if 
and when needed. Under the laws of Hong Kong (in particular the Personal Data (Privacy) Ordinance, Cap 486), you enjoy or 
may enjoy rights for the protection of the confidentiality of your personal data, such as those regarding the collection, 
custody, retention, management, control, use (including analysis or comparison), transfer in or out of Hong Kong, non-
disclosure, erasure and/or in any way dealing with or disposing of any of your personal data in or for this study. For any 
query, you should consult the Privacy Commissioner for Privacy Data or his office (Tel No. 2827 2827) as to the proper 
monitoring or supervision of your personal data protection so that your full awareness and understanding of the significance 
of compliance with the law governing privacy data is assured. 
 
Autonomy and benefits: The participation is voluntary and you are most warmly invited to participate in this project. To 
express our appreciation, a souvenir pack will be distributed for each participant at the end of the interview. 
 
Contacts: If you have any questions related to this project, please feel free to contact Dr. Gao (Tel: 2859 0481; E-mail: 
gaoxl@hku.hk). If you have any question related to participants’ rights, you may contact Institutional Review Board of the 
University of Hong Kong/ Hospital Authority Hong Kong West Cluster (Tel: 2255 4086) who are authorized to access the 
subjects' records related to this study for ethics review purpose. 
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Consent Form 
  
Project title:  
Dietary advice from different healthcare professions – targeting common risk factors and dealing with inconsistency 
 
Principal investigator: 
Dr. Xiaoli Gao (Research Assistant Professor) 
Dental Public Health, Faculty of Dentistry, The University of Hong Kong 
 
Please initial box 
 
I confirm that I have read and understood the information sheet for the above project and have had the opportunity to 
ask questions. 
 
I understand that my participation is voluntary and that I am free to withdraw at any time, without giving any reason, 
without my legal rights being affected. 
 
I agree to take part in the above project. 
 
By consenting to participate in this study, you expressly authorize: 
 the principal investigator and his research team and the ethics committee responsible for overseeing this study to get 
access to, to use, and to retain your personal data for the purposes and in the manner described in this informed consent 
process; and 
 the relevant government agencies (e.g. the Hong Kong Department of Health) to get access to your personal data for the 
purposes of checking and verifying the integrity of study data and assessing compliance with the study protocol and 
relevant requirements.  
 
 
_____________________  _____________  ____________________  
   Name of participant                          Date               Signature  
 
 
_____________________  _____________  ____________________  
   Name of investigator          Date              Signature 
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APPENDIX II: Interview Questions 
 
A. Common risk factor 
(show common risk factor chart + explain) 
1. In your opinion, how (&why) important is it for different professions to work together on 
diet for patient’s health? 
2. What are the possible ways for different professions to coordinate in improving patients’ 
diets and their overall health? 
3. Any barriers would you expect in such coordination? 
 
B. Inconsistencies 
(show inconsistencies chart + explain) 
4. What do you think about this kind of inconsistencies? 
5. Could you share with us any patient cases troubled with this kind of inconsistent advice? 
i. What inconsistent advices have they received?  
ii. What do the patients feel?  
iii. What did you suggest to him/her? 
6. Knowing that such inconsistencies exist, how do you think that different professions can 
balance their dietary advices for the best interest of their patients? 
7. Any difficulties would you imagine in balancing the dietary advices? 
 
C. Recommendations 
8. How do you think the curriculum can be improved/integrated so that graduates can be 
more prepared to coordinate across professions? 
9. How can the Government, Authorities and regulation bodies help coordination across 
professions? 
10. Any other questions/opinions that you want to share? 
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APPENDIX III: Handout “Unhealthy Diet as a Common Risk Factor” 
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APPENDIX IV: Handout “What Makes a Healthy Diet? 
– Inconsistencies between Health Professions in Giving Dietary Advice” 
 
